Introduction {#s0001}
============

The decision about if and/or when to have children is one of the most important that a person will make in his or her lifetime. Yet, many young adults do not talk with their health care providers or even their partners about their future goals for a family. The Reproductive Life Plan (RLP) is a protocol consisting of a set of questions to guide a conversation about if and when a person might want to become a parent. The RLP protocol was developed in the United States to support reproductive health with a life course perspective ([@C1]). The RLP may be used by health care providers and others to encourage both women and men to reflect on their reproductive intentions and then access the appropriate services to achieve those intentions. For some this may be the provision of an appropriate contraceptive method, while for others this may lead to the provision of counselling and care to optimize health before pregnancy to improve birth outcomes. Regardless of the person's decision, it is essential that health care providers aim to support patient autonomy and intentions so that pregnancies are wanted, planned, and as healthy as possible.

The Centers for Disease Control and Prevention (CDC) has recommended the RLP as a tool to improve preconception health and decrease unintended pregnancies and adverse pregnancy outcomes ([@C2]). The CDC offers recommendations for health care providers on how to have conversations about reproductive life planning with patients. [Figure 1](#F0001){ref-type="fig"} describes key questions for this conversation. The CDC also has a RLP worksheet for women to guide their thoughts about their future goals ([@C3]). The RLP opens the door for other important conversations around preconception health and wellness. These conversations can happen in a clinic, but they can also happen in community settings or be done by self-assessment. As the concept of reproductive life planning has matured in the US, a number of organizations have developed tools for women and men ([@C4]) in addition to the national effort Show Your Love Today ([@C7]) and The One Key Question^R^ Initiative ([@C8]).

![Reproductive life planning questions.](iups-121-299.F01){#F0001}

A study using reproductive life planning with low-income African-American and Hispanic women and men in publicly funded clinics in the US found this approach to be well acceptable among the target group ([@C9]). When tested by physicians at a family health centre in the US targeting women with diabetes, hypertension, and obesity, a RLP intervention was shown to increase women's knowledge about reproductive health. The authors concluded that the RLP was a brief and cost-effective counselling tool for women with chronic diseases ([@C10]). A different study, however, found limited efficacy in using the RLP with urban women utilizing national family planning services in the US ([@C11]).

While the CDC and a growing number of partners recommend the use of RLP, more studies that systematically evaluate the effectiveness of using the RLP in clinical practice need to be conducted. This article describes the application of reproductive life planning in clinics in Sweden, highlighting the results and experience in implementing this concept outside the US context.

Sexual and reproductive health in Sweden {#s0002}
========================================

With almost 10 million inhabitants, Sweden is one of the world's most family-friendly countries. The country offers extensive parental benefits. Parents receive 480 days of parental leave for one child, and for the first 390 days the compensation is 80% of the parent's original income ([@C12]). Parents also receive child allowance from the state until the child is 18 years old. This child allowance (12,600 SEK/year ≈ US\$1,555/year) is equal for all parents, regardless of income. Temporary parental benefits can be obtained if a parent needs to stay at home and take care of a sick child up to the age of 12 years. In spite of these benefits, the total fertility rate in Sweden is 1.9, which is lower than needed to maintain a steady population level. The mean age of first-time mothers has increased from 24 years to 29 years over the past four decades ([@C13]).

Delayed childbearing is even more pronounced among women with postgraduate education. Skoog Svanberg et al. ([@C14]) demonstrated that more than half of female postgraduate students did not want to have children during their studies, and as many as 66% wished to have their last child after the age of 35. In 2014, almost 3 out of 10 women attending antenatal care in Sweden were 35 years or older ([@C13]). The postponement of parenthood has been attributed to the following: (1) introduction of contraceptive technology, (2) increased educational levels and women's labour force participation, (3) norm and value changes, (4) gender equity, (5) changing partnerships and increasing number of people living alone, and (6) housing and economic uncertainties ([@C15]).

It is well known that advanced maternal age is a risk factor for pregnancy complications such as chromosomal abnormality, preterm birth, being small for gestational age, stillbirth, neonatal death, gestational diabetes, and pre-eclampsia ([@C16]). These risks, however, do not appear to be common knowledge.

The median age for first intercourse among girls in Sweden is 16 years ([@C24]). This means that the majority of women are in need of effective contraceptives many years before most intend to begin childbearing. Repeated surveys among female university students show that this group of young women has sexual behaviours that may threaten their fertility. The mean number of sexual partners has increased for this population from 4 to 12 over the past 25 years. In 2014, one out of four women receiving contraceptive counselling had a sexually transmitted infection ([@C25]). As sexually transmitted infections can lead to infertility and other health problems, health care professionals in Sweden are recommended to discuss sexuality and sexual risk-taking with their patients as part of contraceptive counselling ([@C26]).

Contraceptive counselling in Sweden is free of charge, with midwives providing approximately 80%--90% of all of this service. Midwives can prescribe hormonal contraceptives as well as insert and remove intrauterine devices and implants for healthy women at antenatal/family planning clinics. They also provide care through youth clinics within the primary health care system. The Medical Product Agency in Sweden has issued recommendations for contraceptive counselling ([@C26]). The aim of these recommendations is to prevent unwanted pregnancies and preserve women's fertility until a pregnancy is desired.

Integrating RLP into contraceptive counselling in Sweden {#s0003}
========================================================

One opportunity for offering RLP is during contraceptive counselling. In this situation, providers have a golden opportunity to ask women about their intentions to have children or not and about their possibility of conceiving. We used the RLP in a randomized clinical trial (RCT) with female university students ([@C27]). We chose this group of young women since highly educated women and men tend to postpone having children until ages when their reproductive capacity has started to decrease. They are not sufficiently aware of the age-related decline in fecundity, and this can impact their plans for a future family ([@C14],[@C28],[@C29]).

The study took place in a university city in Sweden in the spring of 2012. Swedish-speaking female university students requesting contraceptive counselling at the student health centre were invited to participate. The women received both verbal and written information from the midwives before giving their written consent, and then all women completed a baseline questionnaire. The response rate was 88% (*n* = 299).

All participants received standardized contraceptive counselling including a medical history, measuring blood pressure and weight, and provision of contraceptives ([@C26]). Women allotted to the intervention group also received the RLP-based intervention. This intervention consisted of a semi-structured discussion aimed to encourage the woman to reflect on her RLP. An interview guide based on the RLP as described by Moos et al. and the CDC ([@C1],[@C2]) and a fact sheet served as guidance for the midwife. The women also received a specially designed booklet with information about, for example, the fertile window, the use of folic acid, and the importance of a healthy lifestyle when planning a pregnancy. Telephone interviews were conducted with all participants two months after their clinic visit. At follow-up, women in the intervention group had better knowledge about reproduction compared to the control group, and they wished to have their last child earlier in life than at baseline. Nine out of 10 also considered it rather or very positive that the midwife initiated the RLP discussion, and an equal proportion had the opinion that midwives routinely should discuss RLP with their patients.

The positive results among female university students inspired us to explore how this intervention would work in everyday practice and in a larger context ([@C30]). We partnered with the senior consultant in the regional antenatal care and the co-ordinating midwife in one Swedish county. After an informational meeting about reproductive life planning, 53 of 68 midwives in 16 clinics agreed to participate. The midwives received a RLP guide and booklets. Three months later, the midwives received a questionnaire about their opinions and experiences (if any) of using RLP with their clients. We also invited them to participate in a focus group interview to explore their opinions and experiences further. We conducted five focus groups with a total of 22 midwives.

The questionnaire revealed that 68% of the midwives had used RLP. The most common reason for not having used RLP was not having received enough information. Nine out of 10 who had used RLP considered the very idea of RLP as rather/very good and had rather/very positive experiences of using it. Some midwives used the booklet during counselling as a starting-point for discussion, others just handed it out. The booklet was generally considered an asset for the midwife and as an accessible information source for the woman, particularly when time was restricted.

The findings from the focus group interviews resulted in four categories.

1.. A predominantly positive experience {#s0004}
---------------------------------------

The RLP was experienced as a rewarding and easy way to broaden the counselling. The midwives experienced predominantly positive reactions from women but acknowledged that the counselling required tactfulness and professionalism.

2.. The RLP---a health-promoting tool {#s0005}
-------------------------------------

The midwives considered the RLP to give additional value to the contraceptive counselling, by motivating health-promoting actions. They stressed that women need knowledge about fertility and that family planning counselling is a suitable opportunity for RLP discussions. However, it was also stated that the RLP cannot always be prioritized in clinical practice, and there was disagreement on whether it was suitable for all groups of clients.

3.. Individual and societal factors influence the RLP counselling {#s0006}
-----------------------------------------------------------------

The midwives believed many factors could influence the RLP counselling. First, they recognized that their own prejudices and their clientele influence which patients receive this service. Second, women's varying individual knowledge, norms, and premises strongly influence the conditions for the discussion. Finally, influences by societal norms and the media were acknowledged to be an important factor. For example, women are expected to postpone parenthood, but still have children, and the media strongly influence the public awareness, for instance through very unbalanced reporting about older celebrity mothers.

4.. Long-term implementation comprises opportunities, risks, and needs {#s0007}
----------------------------------------------------------------------

The midwives expressed different opinions regarding whether making RLP mandatory and requiring documentation would facilitate or impede its use in practice. It was suggested that more in-depth preparation for all midwives through role-plays and group discussions would improve uptake and enhance provider receptivity. The midwives also suggested that there was potential for expanding RLP counselling to other arenas and health care professions.

Lessons learned {#s0008}
===============

Efforts to integrate the RLP concept into contraceptive services offered valuable lessons that will be useful in replicating this work more widely in Sweden and informing care in other countries. First, firmly anchoring the concept of RLP among the managers is of utmost importance for implementing the RLP in routine clinical practice. Our studies were both supported and encouraged by the senior consultant and co-ordinating midwife.

Further, health care providers require education and training before they start using the RLP tools. As highlighted by the midwives, respectful, unbiased patient engagement requires tactfulness and professionalism. Women and men of reproductive age have different backgrounds and reasons for their individual reproductive life plans. The aim of counselling is to aid the client to formulate their plan and find strategies to reach them, not to pressure the clients to change their plan into what the midwife finds appropriate. This is critical for health professionals to understand and apply to their practice. For successful implementation, health care providers need education both to refresh their general knowledge about lifestyles and fertility and to improve and practise communication skills. Education and training should be based on scientific literature and best practice strategies.

Midwives liked the quality of the RLP materials and found them easy to use ([@C30]). Clients responded positively to the RLP materials and conversation as well ([@C27]). Our studies were restricted by a short follow-up period and a non-population-based group of participants. The women included in the RCT represented female university students, and the midwives were from one county only.

In Sweden three research projects on RLP are currently underway: (1) an RCT among a general population of women (*n* = 1,993) visiting 60 clinics for contraceptive counselling, (2) an RCT among men (*n* = 201) visiting two clinics for testing for sexually transmitted infection, and (3) a prospective study examining the long-term implementation of RLP in one county in Sweden. Further studies need to explore the long-term impact of RLP in a general population, which could be foundational for also examining the economic impact of this work. As e-health is a growing field of health care, it would also be interesting to compare different modes of delivery of the RLP, for example a mobile application or a web page. Finally, the RLP deserves to be explored for other target groups and by other health care providers, in different settings and countries.

Recommendations for implementation of RLP {#s0009}
=========================================

The Swedish experience informs several key factors for implementing reproductive life planning conversations into routine contraceptive counselling and general preventive health care. Seven key factors that may facilitate or hinder improvement of health care in general, as for example moving RLP into practice, include: (1) the innovation or guideline itself, (2) health professionals, (3) clients/patients, (4) professional interactions, (5) incentives and resources, (6) capacity for organizational change, and (7) social, political, and legal factors ([@C31]).

In the exploratory study the RLP received rather positive comments on relevance, the quality of materials, and ease of use ([@C30]). This suggests that the RLP itself will help the implementation. Also the professionals (midwives) involved were often positive towards the RLP, though some reported their own prejudices on whom the RLP is relevant for and doubt on responsibilities as potential barriers.

Interprofessional and organizational issues that could help or hinder the RLP's implementation were not assessed in the Swedish study; however, the relevance of resources and societal factors were clearly addressed by some of the midwives. They highlighted that the RLP fits in well with contraceptive counselling visits. They also expressed doubts about the integration with current electronical records. The midwives believed that the RLP tool had the potential to counteract social norms towards postponing parenthood.

The study among midwives ([@C30]) implies that the RLP tool and guidelines need little improvement, though perhaps the instructions should include assessing clients' basic knowledge about fertility. Future implementation efforts should, however, address practical issues of time for using the RLP, integrated documentation of the RLP and other activities during consultations, and integrating this conversation into standard clinical care provision. Further, professionals' beliefs need to be addressed to some extent to ensure an open mind towards providing RLP counselling to all visitors of reproductive ages, not just certain groups. This implies that change methods might have to be added to the midwives' introduction into the RLP use in order to convince the midwives of the RLP's relevance to larger groups; a degree of structural redesign at organizational level and agenda setting at health policy level is probably required to embed the RLP into regular care provision ([@C32]). Finally, it should be noted that further analyses of experiences with introducing the RLP are needed to take these first insights beyond the contexts of Swedish health care and use by midwives only. Further explorations of the RLP's implementation should involve other professions, as well as organizational representatives, e.g. health care administrators and change management experts.
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